Study Design. A cross-sectional survey.
L ow back pain (LBP) is an extremely common health problem 1 that poses considerable social and economic burden. 2 Despite the significant burden of LBP, there remains limited understanding of what causes an episode of back pain. Although there have been many primary research studies, [3] [4] [5] and reviews [6] [7] [8] performed evaluating risk factors for LBP, the focus has typically been on exposure to long-term risk factors. Research considering triggers, that is, short-term, transient risk factors for LBP may provide additional information to allow a greater understanding of causation. This would inform prevention programs and potentially decrease the associated burden.
Patient views play an important role in research. They help inform what research questions are worth pursuing and assist researchers to understand why an intervention might work or fail. 9 Some small qualitative studies have suggested that patients typically identify with a biomechanical model of causation 10, 11 ; however, there have been no large quantitative studies performed. Thus, determining patient views could potentially provide important information on what triggers an episode of LBP.
Studies comparing patient and clinician views on risk factors commonly show differences. For instance, a qualitative study published in 2011 showed a difference in patient and clinician understanding of the etiology and prognosis of osteoarthritis. 12 The study showed that clinicians saw osteoarthritis as inevitable, whereas patients did not. This led to dissatisfaction among patients who felt that their concerns were ignored. Patients were also less likely to comply with medical treatment.
Similar disagreements between patients and clinicians in the field of LBP could be expected to result in similar outcomes. Disagreement on the causes of LBP would hinder efforts at decreasing recurrence, thus emphasizing the need for clear education when considering the design and implementation of prevention programs. An analysis of patient views would also be of benefit to research, as patients may identify potential risk factors that have not yet been thoroughly investigated. The aim of this study was to compare patient and clinician (physiotherapists) views on triggers for LBP and to identify any novel triggers not previously reported in the literature.
MATERIALS AND METHODS

Study Design
This study was a cross-sectional survey wherein patients and physiotherapists were asked to complete a short series of questions describing their views on what triggers an episode of LBP. This study was nested in a large observational study designed to quantify the transient increase in risk of a sudden episode of LBP associated with exposure to a range of common physical and psychosocial factors. [13] [14] [15] Ethical approval for the study was granted by the University of Sydney Human Research Ethics Committee (protocol number 05-2011/13742).
Nine hundred ninety-nine consecutive patients presenting to primary care (general medical practitioners, physiotherapists, chiropractors, and pharmacists) for treatment of a new episode of acute, sudden onset LBP were enrolled in the observational Triggers for LBP study and as such provided data for the current study.
A new episode of acute sudden onset LBP was defined as a primary complaint of pain between the 12th rib and the buttock crease, with or without leg pain, causing the patient to seek health care or take medication, and preceded by a period of at least 1 month without back pain. 16 To be included in the study, patients needed to present to primary care within 7 days from pain onset and report pain of at least moderate intensity in the first 24 hours of the current episode (measured using item 7 of the SF36 questionnaire). Patients were excluded if they presented with known or suspected serious spinal pathology.
PARTICIPANT RECRUITMENT AND DATA COLLECTION Patients
The patient's views about the factors that may have triggered their current back pain episode were identified with the following question: ''What do you think may have triggered your low back pain?'' The patient's free-text description was recorded. Socio-demographic data, details of the LBP episode, physical activity levels, and depression and anxiety scores were also collected by questionnaire.
Physiotherapists
The physiotherapist data, which serve as a comparator for patient views, were taken from the recently published Clinicians' views on factors that trigger a sudden onset of low back pain. 17 The original data were accessed and the short-term risk factors or ''triggers'' were used.
Physiotherapists completed a questionnaire regarding their views on triggers for LBP. Physiotherapists were contacted and invited to participate by e-mail with an invitation letter, consent form, and a 1-page questionnaire. Physiotherapists not responding to the e-mail within 2 weeks were contacted by the researcher and again asked to participate.
Free-text responses were collected in response to the following question: ''Based on your clinical experience, list what you consider to be the five most likely factors involving short-term exposure that are triggers for a sudden episode of acute low back pain?''
Coding Patients and Physiotherapists Views
Patient and physiotherapist free-text responses were coded into 5 main categories (individual, biomechanical, psychological/psychosocial, genetic, and other risk factors) with a number of subcategories under each one (Table 1) . Coding categories were pre-defined and based upon those used in the Clinicians' views study. 17 The coding was developed from the literature and thus represents known risk factors.
The coding was performed by 2 independent reviewers with pilot testing performed on dummy responses. Any discrepancies were resolved by discussion and consensus. If consensus could not be reached, a third reviewer made the final decision. Responses could be coded into more than a single category. After coding was completed, any unused categories were dropped from the table.
In order to identify any novel triggers, patient responses that were categorized as ''other'' (including ''other individual,'' ''other biomechanical,'' or ''other psychological/ psychosocial'') were further categorized using a simplified form of thematic analysis. This entailed qualitatively recording the main trigger/s presented by each response and then grouping these responses into logical categories. Again, this was done by 2 independent reviewers with discrepancies resolved by discussion and consensus. If consensus could not be reached, a third reviewer made the final decision.
Statistical Analysis
The Kappa statistic was used to measure level of agreement between the researcher's coding of the participants free-text response. 18 Patient's frequency of endorsement of each category was tabulated. The Chi-square statistic was used to assess the effect of age, gender, number of previous episodes of LBP, and whether pain radiated below the knee on frequency of endorsement of each main category. Fisher's exact test was used when expected frequencies were less than 5. For the potential new triggers, the number of responses for each category and their frequency of endorsement were reported.
Descriptive analysis of the number and frequency of endorsement of each category between patients and physiotherapists was done for all categories. The Chi-square statistic was used to compare the level of endorsement between patients and physiotherapists, of each category and subcategory. Again, Fisher's exact test was used when expected frequencies were less than 5. The Holm-Š idá k method was used to account for the multiple comparisons. 19 The Holm-Š idá k method incorporates a data-driven step down approach to applying the Š idá k correction, improving power when compared with a single-step method whilst still controlling the family-wise error. SPSS version 21.0 (IBM Corp, Armonk, NY) was used to conduct the statistical analyses.
RESULTS
Participants
Of 1639 patients screened, 999 participated in the study. Of the 129 potentially eligible physiotherapists, 102 completed the questionnaire. These 102 physiotherapists recruited 67.5% (674) of the patients who participated in the study. Full patient and physiotherapist characteristics are described in Tables 2 and 3 , respectively.
Coding Agreement
The Kappa statistic for inter-researcher agreement for coding of the patient-nominated triggers into the 5 pre-defined main categories was 0.99. For coding of the 60 individual subcategories, the agreement was 0.73. This indicates that the agreement between the 2 researchers for coding of the predefined categories ranged from substantial to almost perfect. 18 For the simplified thematic analysis coding, the inter-researcher agreement was 1, indicating perfect agreement.
Patient Views
All patients included in the study provided a response; however, 65 (6.5%) patients were not able to identify any trigger for their LBP. The risk factor category with the highest endorsement was biomechanical risk factors (87.7%) ( Table 4 ). The 5 most commonly endorsed triggers There were 53 (5.3%) patient responses coded as ''other'' in the pre-defined coding categories. Of the new categories developed from the data, the category with the highest endorsement was sleeping/lying (n ¼ 21; 2.1%; this was considered different to the pre-defined ''sleep changes'' category). No other category had an endorsement rate above 1% (Supplemental Digital Content1: Table S5 , http://links.lww.com/BRS/B39: Frequency of novel risk factor categories).
Comparison of Patient and Physiotherapist Views
Both patients and physiotherapists endorsed biomechanical risk factors as the most important risk factor category (87.7% and 89.4%, respectively) ( 
DISCUSSION Statement of Principal Findings
Biomechanical risk factors were the most commonly endorsed category by both patients and physiotherapists, with lifting endorsed as the most important trigger for LBP, and both bending and prolonged sitting in the top 5. Psychological/psychosocial risk factors were rarely endorsed by either patients or physiotherapists. Main discrepancies between patient and physiotherapist views were in the endorsement of awkward postures (13.4% vs 1.2%, respectively) and sports injuries (15.9% vs 4.7%, respectively). Very few patients endorsed risk factors that did not fit into the predefined categories (5.3%), with sleeping/lying the only novel trigger with an endorsement rate greater than 1%. 
Strengths and Weaknesses of the Study
A major strength of our study was the large representative sample of consecutive cases drawn from primary care. There was also substantial agreement between the researchers in coding of the data. A weakness is the potential heterogeneity caused by the different questions asked to physiotherapists versus patients. Despite these differences, the responses were remarkably similar and both parties, for the most part, identified risk factors consistent with the definition of a trigger suggesting that these views are comparable. However, as the physiotherapists who provided their views for comparison also recruited most of the patients who participated in the study, their interaction as an explanation for the level of agreement cannot be ruled out. Also, these views do not necessarily represent those who had inadequate English and were unable to participate in the study.
Comparison With Other Studies
Although this is the first large quantitative study published on patient views of triggers for sudden onset acute LBP, there has been 1 small, quantitative, twin study looking at patient views on general risk factors 20 and some qualitative studies that have explored this area. 10, 11 Despite the differences in study designs, the results of these studies are similar to the current study and support the hypothesis that patients typically view biomechanical causes as responsible for their LBP.
Meaning of the Study: Possible Explanations and Implications for Clinicians and Policymakers
Patient Views
Patient endorsement of triggers that did not fit into the predefined categories was extremely low (5.3%). Of these, the highest endorsement was for sleeping/lying (2.1%), which has been previously considered in the literature, 21 although not specifically as a trigger. All other endorsements were below 1% and unlikely to be of significance.
Similarities With Physiotherapist Views
Despite strong research evidence that certain psychological/ psychosocial factors increase the risk for LBP, 22 they were infrequently endorsed by both patients and physiotherapists. This is supported by qualitative studies of patient views, which show patients resist psychological explanations. 11 Lifting, bending, and prolonged sitting were highly endorsed by both patients and physiotherapists. This strongly suggests their involvement in the development of acute onset LBP. Systematic reviews of lifting and bending give support for their association with LBP. 23, 24 However, they point out that due to the heterogeneity of results, it is unlikely that lifting and bending are independently causative and future studies should assess the complex dynamics. This may explain why combined actions such as lifting, bending, twisting, and awkward postures were often endorsed together. Prolonged sitting is interesting, as despite its level of endorsement in our study, there is little to no evidence that prolonged sitting is an independent risk factor for LBP. 25 
Differences With Physiotherapist Views
The largest difference was between patient and physiotherapist endorsement of awkward posture (12.2%). Patients often included ''awkward posture'' with other risk factors such as ''bending'' or ''twisting,'' which may imply that the term awkward was used as a subjective measure of positions wherein they were bent or twisted. Physiotherapists, on the contrary, would be much less likely to use an inherently subjective term to describe a particular position.
The second largest difference was in the endorsement of sports injuries (11.3%). Sports injuries described any injury event that took place during conduct of sport or exercise rather than describing the biomechanical position or load that the body was placed in at the time of injury. Therefore, during these activities, it would be expected that other, more specific biomechanical events would take place such as bending, twisting, and lifting and these responses were commonly seen.
Overall, we would argue that these differences between patients' and physiotherapists' views are minor and likely to simply reflect the personal versus nonpersonal phrasing of the questions asked to patients and physiotherapists.
Unanswered Questions and Future Research
This study has served to define the scope of triggers for LBP with no novel triggers uncovered. Therefore, future research should focus on conducting high-quality studies testing the triggers of which we are already aware and the implementation of prevention studies targeting modification of these triggers. It would be of benefit to understand the patient's perception of their trigger, whether they thought the trigger was a serious event or not, and the relationship between each trigger and the severity of a patient's LBP. The views of other physiotherapists, such as medical physicians, should also be collected and the lack of endorsement of psychological/psychosocial factors warrants further investigation.
CONCLUSION
Despite the statistically significant difference between patient and physiotherapist endorsement of some risk factor categories, the overall responses were remarkably similar. Both patients and physiotherapists endorse lifting as the most important trigger for LBP and agreed on 3 of the top 5 (lifting, bending, and prolonged sitting). Psychological and psychosocial triggers are rarely endorsed by either patients or physiotherapists. The analysis of patient views identified no new risk factors.
Key Points
The etiology of LBP is complex with most risk factors showing inconsistent, small to moderate effects. Patients and physiotherapists share similar views on triggers for LBP, endorsing lifting as the most important trigger and ranking highly both bending and prolonged sitting. Patient views did not contribute any novel triggers not addressed in the literature.
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